Aims: An inherent prerequisite to mental health first aid is the ability to identify that there is a mental health problem, but little is known about the association between psychiatric labeling and mental health first aid. This study examined this association using data from two national surveys of Australian young people. Results Accurate labeling of the mental disorder was associated with more helpful firstaid intentions and beliefs across vignettes, except for the intention to listen nonjudgmentally in the psychosis vignette.
Introduction
Mental health first aid has been defined as 'the help provided to a person developing a mental health problem or in a mental health crisis. The first aid is given until appropriate professional treatment is received or until the crisis resolves ' (Jorm et al., 2008; Jorm et al., 2007a; Langlands et al., 2008a) . Mental health first aid is especially important for young people because adolescence and early adulthood is the peak age of onset for many mental disorders (de Girolamo et al., 2012; Kessler et al., 2005) . Moreover, young people themselves show a strong preference for getting initial help from their family and friends (Jorm & Wright, 2007; Wright et al., 2005; Yap et al., 2013a) , underscoring the importance of equipping these informal sources of support with the requisite skills to provide appropriate mental health first aid to young people.
Notably however, mental health first aid is inherently contingent upon the ability to first recognize that an individual is in fact developing a mental health problem or in a mental health crisis. Evidence to date suggests that young people's ability to recognize and accurately label mental disorders in a hypothetical peer described in a vignette is far from adequate (Wright & Jorm, 2009; Yap et al., in press ).
We are not aware of any research to date that has specifically examined the association between accurate labeling of mental disorders and mental health first aid.
However, it might be inferred from research evidence examining the association between labeling and help seeking, that young people's ability to accurately identify a mental disorder in a peer may be associated with their first-aid responses. For instance, findings from two studies involving clinical samples suggest that accurate labeling of mental disorder may decrease the delay in treatment seeking by young people (Thompson et al., 2008) , and increase the chances of accurate diagnosis and appropriate treatment when they do present to health services (Haller et al., 2009) . Likewise, three vignette-based studies of young people which directly examined the association between labeling and help-seeking preferences have found that the use of accurate labels for various mental disorders is associated with increased intentions to seek appropriate professional help (Wright et al., 2012; Wright et al., 2007; Yap et al., in press ).
Nonetheless, it remains unclear whether accurate labeling of a mental disorder in a peer will lead to more appropriate (helpful) or inappropriate (unhelpful) first-aid responses.
The use of psychiatric terms by the public to label mental disorders has been the subject of continuing debate (Jorm & Griffiths, 2008; Read et al., 2009; Read et al., 2006) , mainly due to concerns that labeling may fuel stigma (Gove, 1975; Jorm & Griffiths, 2008; Link et al., 1989; Scheff, 1966) . However, national surveys of Australian youth (Wright et al., 2011; Yap et al., 2013b) have found that accurate labeling of mental disorders was mostly related with less stigmatizing attitudes. Given previous findings that stigmatizing attitudes prospectively predicted the first-aid actions young people took to help their close friend or family member experiencing a mental health problem (Yap & Jorm, 2011) , the direction of the associations between accurate labeling and the helpfulness of mental health first-aid responses of young people remains to be determined.
The current study
Using data from two national surveys of Australian youth (conducted in 2006 and 2011), the current study aimed to address the abovementioned gaps in our knowledge. In particular, we examined the associations between accurate psychiatric labeling and the quality of spontaneously reported mental health first-aid intentions and beliefs about the helpfulness of various prompted responses. Importantly, we examined these associations separately for five vignettes: Depression, Depression with Suicidal Thoughts, Social Phobia, Post-Traumatic Stress Disorder (PTSD), and Psychosis.
Methods

Participants
The 2011 survey involved computer-assisted telephone interviews with 3,021 young people aged between 15 and 25 who were contacted by random-digit dialing of both landlines and mobile phones covering the whole of Australia (see Reavley & Jorm, 2011 
Survey Questions
The 2011 interview was based on a case vignette of a young person (John or Jenny) with a mental disorder. On a random basis, respondents were read one of six vignettesdepression, depression with suicidal thoughts, depression with alcohol abuse, social phobia, PTSD, or psychosis (early schizophrenia)-portraying a person aged 15 years (for participants aged 15-17 years) or 21 years (for participants aged 18-25 years) of the same sex as the respondent (see Appendix B for the vignettes used).
All respondents were then asked a series of questions that assessed sociodemographic characteristics, mental health literacy, stigma, exposure to mental disorders, beliefs about interventions and prevention, psychological distress (using the K6 screening scale; Kessler et al., 2002) , and exposure to mental health campaigns.
The 2006 survey asked the same questions but included only four vignettes: depression, psychosis, social phobia, and depression with alcohol abuse (see Jorm et al., 2007a for more details). This paper focused on labeling of the disorder in the vignette and mental health firstaid intentions and beliefs, so these are described in detail here. The depression with alcohol abuse vignette was not included in this paper because it comprises two comorbid disorders, whereas each of the other five vignettes of interest in this paper represents a single diagnostic group.
Labeling of the disorder portrayed in the vignette
Young people were asked: 'What, if anything, do you think is wrong with John /Jenny?' Interviewers recorded verbatim responses according to pre-coded response categories (depression, schizophrenia, psychosis, mental illness, stress, nervous breakdown, psychological/mental/emotional problem, has a problem, cancer, nothing, don't know)
derived from a content analysis of responses to the same questions in earlier surveys (Jorm et al., 1997; Wright et al., 2005) . A content analysis of responses that did not fit these pre-coded Accurate labeling was defined as those labels that approximated the DSM-IV diagnostic label (American Psychiatric Association, 1994) upon which the vignettes were based and validated (Jorm et al., 1997; Wright et al., 2005) . However, given the low rates of using the exact DSM-IV labels 'social phobia' and 'post-traumatic stress disorder', we expanded our definition of 'accurate' label for social phobia to include any mention of anxiety, anxious, social anxiety/phobia, and anxiety disorder; and for PTSD, any mention of post-traumatic stress/stress disorder/syndrome, trauma, traumatized, and high levels of distress associated with some adverse life event. 'Depression' or 'depressed' were the only accurate labels accepted for both depression vignettes. Mentions of psychosis/psychotic, schizophrenia/schizophrenic were accepted as accurate labels for the psychosis vignette.
First-aid intentions and beliefs
To assess respondents' spontaneously reported first-aid intentions, they were asked: "Imagine John/Jenny is someone you have known for a long time and care about. You want to help him/her. What would you do?". To assess respondents' prompted first-aid beliefs, the interviewer said, "I am going to read out a list of things you could do to try and help John/Jenny. I want you to tell me whether you think it would be helpful, harmful or neither for John/Jenny if you were to do these things.". The list included: "Listen to his/her problems in an understanding way. Talk to him/her firmly about getting his/her act together. Suggest he/she seek professional help. Make an appointment for him/her to see a GP. Ask him/her whether he/she is feeling suicidal. Suggest he/she have a few drinks to forget his/her troubles.
Rally friends to cheer him/her up. Ignore him/her until he/she gets over it. Keep him/her busy to keep his/her mind off problems. Encourage him/her to become more physically active."
Responses were coded as 'helpful'=1 and all other responses=0.
Scoring open-ended first-aid responses according to Mental Health First Aid action plan
To assess the quality of respondents' spontaneously reported first-aid intentions in both surveys, we used a scoring scheme based on the second edition Mental Health First Aid (MHFA) action plan (Kitchener et al., 2010) . This action plan was developed through a series of Delphi studies to develop MHFA guidelines (Kelly et al., 2008; Kingston et al., 2009; Langlands et al., 2008a; Langlands et al., 2008b) . The scoring scheme gives points according to the following six components: Approach the person, Assess and assist with any crisis, Listen non-judgmentally, Give support and information, Encourage appropriate professional help, and Encourage other supports. Responses were coded on a 0-2 scale according to the quality of the response for each of the six actions: 0=no mention or inadequate response, 1=superficial response, 2=specific details. Extra points were given only where specific detail was given for an action. The ratings were then summed to give a total score out of 12 (see 
Statistical analysis
The data was first analyzed using percent frequencies and 95% confidence intervals (CI) for age, sex, the use of accurate psychiatric labels, and first-aid beliefs for both surveys.
Means and standard deviations were also computed for the quality scores of first-aid intentions.
We then conducted a series of regressions to explore whether accurate psychiatric labeling predicted the quality of first-aid intentions and all 10 beliefs, separately for each of the vignettes in both surveys. Given that age and sex of respondents have been found to be associated with mental health literacy (Jorm & Wright, 2008; Jorm et al., 2007b; Yap et al., 2011a; Yap et al., 2013a) , all regressions controlled for these covariates. Due to the skew in the data, we dichotomized the component scores of first-aid intentions such that 0=no mention and 1=some response. We then conducted binary logistic regressions to examine whether accurate psychiatric labeling predicted the quality of each component of the action plan for first-aid intentions. A linear regression predicting the total quality score with accurate labeling was also conducted. Next, we conducted logistic regressions to examine whether accurate labeling predicted each of the 10 first-aid beliefs. In each regression, one of the first-aid intentions or beliefs was the dichotomous dependent variable (except for the linear regressions where the total score was a continuous variable), and all predictor variables were entered simultaneously. Age in years was a continuous variable; whereas sex (reference: males) and accurate labeling (reference: no use of accurate psychiatric label) were dichotomous.
All analyses were conducted using Intercooled Stata 12 (StataCorp, 2011) . In regression analyses, sample weights were used for the 2011 sample that took account of number of in-scope persons in the household, phone type, age group, sex and geographic location. Similar sample weights were used for the 2006 sample except they did not include phone type. The p < 0.05 significance level was used. However, interpretation of findings focused on those that reflected consistent patterns involving dependent variables that are conceptually similar.
Ethics
Oral consent was obtained from all respondents before commencing the interview.
Respondents aged below 18 could only commence their interviews after their parents provided oral consent. This study was approved by the University of Melbourne Human Research Ethics Committee. Table 1 shows the descriptive statistics for all variables in both surveys.
Results
Given that most respondents in both surveys (86-99%) scored zero on the Approach and Assess components, analyses were not conducted on these individual components. Table   2 shows findings from the regressions predicting the quality of spontaneously reported firstaid intentions with accurate labeling for both samples. Accurate psychiatric labeling was associated with higher quality scores on all components and the overall quality in some vignettes, except giving support or information. Table 3 shows the findings from the logistic regressions predicting prompted beliefs about the helpfulness of various first-aid responses with accurate labeling in both surveys. Accurate labeling was associated with all first aid beliefs in some vignettes, except with Listening in an understanding way.
Discussion
Overall, accurate labeling of the mental disorder presented in the vignette was associated with higher quality of mental health first-aid intentions and beliefs. These associations were found over and above the effects of respondent age and sex, which have been found to influence young people's first-aid intentions and beliefs (Yap et al., 2012) .
Quality of mental health first-aid intentions
Using the second edition MHFA action plan (Kitchener et al., 2010) as a standard for scoring the quality of spontaneously reported first-aid intentions, we found that generally the quality of young people's first-aid intentions was quite poor, replicating previous research (Yap & Jorm, 2012b) . Unfortunately, like the previous report, two of the six action plan components could not be evaluated in the current study because they were reported too infrequently. The Approach component involves an intentional and conscious action of approaching or engaging the recipient in a sensitive manner, which is explicitly taught in the MHFA course. It is likely that young people's more common responses, including listening, giving support and information, and encouraging professional help, may implicitly involve them approaching the recipient in some way; but respondents did not receive any scores for Approach because such intentions were not explicitly stated. On the other hand, the Assess component involves assessing for risk of harm to self and others, and has been previously found to be poorly endorsed by young people (Jorm et al., 2007a; Yap et al., in press ). Hence it is not surprising that not many young people reported this first-aid intention.
Accurate psychiatric labeling and first-aid intentions and beliefs
Overall, the associations that accurate labeling of mental disorders had with the quality of first-aid intentions were similar to the associations with first-aid beliefs, and findings were largely consistent across vignettes and both the 2006 and 2011 surveys.
In both surveys, young people who used accurate psychiatric labels in the Depression with Suicidal Thoughts (2011 survey only), Social Phobia, and Psychosis vignettes were more likely to spontaneously report some intention to encourage appropriate professional help seeking if they had a close friend with a problem similar to the character described in the vignette. Likewise, in the same vignettes, respondents were more likely to believe that suggesting professional help would be helpful. Moreover, in the Psychosis (2006 survey) and Social Phobia (2011 survey) vignettes, respondents were also more likely to believe in the helpfulness of facilitating help seeking by making a doctor's appointment on behalf of the vignette character. In the 2011 survey, respondents who accurately labeled psychosis and social phobia were also more likely to endorse the helpfulness of assessing for suicide risk.
One stark exception to the consistency of findings across intentions and beliefs and across surveys is the set of associations between accurate labeling and listening. For first-aid intentions, spontaneously reported intentions were scored for the component of 'Listening non-judgmentally', whereas for beliefs, respondents were asked about their perceived helpfulness of 'Listening in an understanding way'. There were two notable differences in these findings. Firstly, accurate labeling was not associated with beliefs about the helpfulness of listening for any of the five vignettes, but it was associated with the intention to listen nonjudgmentally for Depression and Psychosis. Secondly, unlike other intentions and beliefs, where significant associations between labeling and first-aid intentions or beliefs were consistent across vignettes, the intention to 'Listen non-judgmentally' was associated with labeling in the Depression and Psychosis vignettes in opposite directions. That is, respondents who labeled Depression accurately were more likely to report the intention to listen non-judgmentally, whereas respondents who labeled Psychosis accurately were less likely. Notably, these findings were replicated in both surveys, suggesting their robustness.
This pattern of findings may be explained by the associations between the use of accurate psychiatric labels for psychotic versus non-psychotic disorders and different stigmatizing attitudes. In previous reports of these associations involving the 2006 sample (Wright et al., 2011 ) and the 2011 sample (Yap et al., 2013b) , accurate labeling of psychosis was associated with increased stigmatizing attitudes about dangerousness and unpredictability, an association that was specific to the Psychosis vignette. On the other hand, accurate labeling of all vignettes (five in the 2011 survey and three in the 2006 survey) was associated with reduced stigmatizing attitudes about mental illness being a personal weakness. Taken together, these findings suggest that accurate labeling may reduce the likelihood of young people having the intention to listen non-judgmentally to a peer experiencing early psychosis, in part because they may perceive the peer as more dangerous and unpredictable. It is possible that young people find the positive symptoms of psychosis (delusions, hallucinations, paranoia) rather extreme and difficult to understand or accept, which may contribute to both the perception of dangerousness and unpredictability, as well as judgmental attitudes. Further research is required to test these possibilities. A better understanding of the associations between accurate psychiatric labeling, stigmatizing attitudes and help seeking and first-aid behaviors is crucial for public health educational campaigns to reduce stigma and improve appropriate treatment of mental disorders in young people. This may be particularly important for psychosis given the complexity of these associations specific to this disorder.
Using the MHFA guidelines for depression (Langlands et al., 2008a) and the views of health professionals (Jorm et al., 2008) as a standard for evaluating the quality of respondents' first-aid beliefs, it is noteworthy that accurate labelling of disorders was consistently associated with beliefs that were more similar to professionals' beliefs.
Specifically, young people who accurately labeled the disorder described in the Depression with Suicidal Thoughts, Psychosis, and Social Phobia vignettes were more likely to endorse the first-aid responses rated as helpful by >70% of health professionals (Jorm et al., 2008) namely, suggesting professional help seeking, making a doctor's appointment, and assessing for suicide risk. However, the latter two actions were not as highly endorsed by professionals for Social Phobia, ranging from 46-85% for making an appointment and 40-64% for suicide risk assessment, depending on the profession, respondent age and vignette presented.
Although Listening in an understanding way was also highly endorsed by professionals, it was unrelated to accuracy of labelling by young people. This is probably because most respondents (96%) rated it as helpful, hence providing limited variance to test for group differences.
Young people who used accurate psychiatric labels were also less likely to endorse first-aid responses that were rated as harmful by >70% of health professionals (Jorm et al.,
2008)-namely, suggesting that the person have a few drinks and ignoring them for both
Depression vignettes, and talking firmly for all vignettes. These findings are promising given extant evidence that alcohol misuse (Bonomo et al., 2004; Bonomo et al., 2001; Weitzman, 2004 ) and social interactions marked by criticism directed at the recipient (i.e. expressed emotion; Butzlaff & Hooley, 1998) are detrimental to the mental health of the recipient.
Moreover, amongst these three responses identified as harmful by professionals, talking firmly had the highest rates of endorsement by respondents, ranging from 21-62%, depending on respondent age, sex and vignette (Yap et al., 2012) . Hence it is encouraging to note that accurate labelling was associated with reduced likelihood of endorsing this unhelpful response across all five vignettes, suggesting the promise of improving the accuracy of psychiatric labelling by young people for improving their first-aid responses.
Young people who used accurate psychiatric labels were also less likely to endorse other responses which are not highly endorsed as helpful by professionals-namely, bringing friends together in the Depression, Social Phobia and PTSD vignettes (endorsed as helpful by 0-31% of professionals, varying by profession, respondent age and vignette presented; Jorm et al., 2008) and keeping the person busy in the Depression, Psychosis, and PTSD vignettes (endorsed as helpful by 2-20% of professionals; Jorm et al., 2008) . Notably, not only are these actions for which there were large discrepancies between the beliefs of professionals and young people (Jorm et al., 2008) , but they are also commonly endorsed as helpful by young people (61% for distraction and 78% for rallying friends; Yap et al., 2012) , and were actual actions taken by a substantial majority (66-67%) to help a close friend or family member with a mental health problem (Yap et al., 2011b) . Finally, young people who accurately labeled psychosis and PTSD were less likely to believe in the helpfulness of encouraging more physical activity, an action which received limited professional agreement with regard to its helpfulness (21-82%; Jorm et al., 2008) .
Strengths and limitations
Given that the accuracy of psychiatric labeling varies widely across disorders (Wright & Jorm, 2009; Yap et al., in press) , it is a particular strength of this study to include five different vignettes in the 2011 survey, three of which are replicated from the 2006 survey. This design allowed the demonstration that associations between accurate psychiatric labeling and first-aid intentions and beliefs are mostly consistent across disorders, except in the intention to listen non-judgmentally to a hypothetical peer with psychosis. Another strength of the study is the assessment of unprompted labels used to identify the mental disorder described in a vignette, because unprompted labels better approximate the naturalistic process of identifying a mental health problem in someone else.
Nonetheless, findings should be interpreted in light of the study limitations. First, the cross-sectional nature of the study precludes any causal interpretations; longitudinal and experimental studies are required to better elucidate causality. First-aid intentions and beliefs were assessed in this study, but it remains unclear whether accuracy of psychiatric labeling is associated with actual first-aid actions taken to help a real peer with a mental health problem.
Furthermore, hypothetical vignettes were used in the survey and might not truly reflect the actual experience of conceptualizing a problem in real life, whether it be in oneself or others.
However, , a recent report using data from a followed-up subsample from the 2006 survey has found that young people's first-aid intentions and beliefs prospectively predicted the firstaid actions they actually took when a peer or family member developed a mental health problem (Yap & Jorm, 2012b) . These findings are consistent with the theory of planned behavior (Ajzen, 1991), which has garnered much supporting evidence indicating that changing behavioral intentions has the potential to engender behavioral change (Armitage & Conner, 2001; Webb & Sheeran, 2006) . Another caveat to this study's findings relates to the definition of 'accurate' labeling of the disorders: it is unclear whether some labels accepted as 'accurate' actually reflect a recognition of mental disorder by the respondent (or just a normative reaction). Nonetheless, findings from this and other related studies (Wright et al., 2005; Wright et al., 2012; Wright et al., 2007; Yap et al., 2013b; Yap et al., in press) suggest that the definitions of accurate labeling used have meaningful associations with help-seeking and mental health first aid preferences. Finally, despite using reputable long-standing methodologies to obtain representative national samples as far as possible, including the use of random-digit dialling and sample weights in analyses, our survey samples differed on some sociodemographic characteristics compared to their population peers. This limitation should be noted when generalizing the current findings to the wider population of young people.
Implications and conclusions
This study revealed that the associations between accurate labeling of mental disorders and first-aid intentions and beliefs seem to generalize across disorders, except for the intention to listen non-judgmentally to a peer with psychosis. Findings suggest that improving young people's ability to accurately identify and label depression (with or without suicidal thoughts), social phobia and PTSD in a peer may contribute to more helpful mental health first-aid responses. Improving young people's ability to accurately label psychosis may also have the potential to contribute to more helpful first-aid responses, but particular attention needs to be paid to the judgmental attitudes held by young people towards peers with psychosis. *In regression analyses, age in years is used as a continuous variable; but for simplicity age is presented here as two groups. Note that adolescents refers to respondents aged 12-17 years in the 2006 survey but in the 2011 survey it refers to respondents aged 15-17 years. Young adults refer to respondents aged 18 and above in both surveys. % Frequency = Percent frequency; CI = Confidence interval. Submitted version
